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Nous sommes Ensemble 
We are Together 
 
INTRODUCTION 
 I walked home from the hospital after the first day, through the dusty hot town, 
past the ladies selling peanuts and the young men riding around on their motorcycles. I 
walked past the potholes in the dirt road, and women chatting over their mats covered in 
mangos. I walked into the cool interior of my host-family’s house and tears started to 
flow. I felt incompetent, useless, and shy.  
 My day had begun as one might expect. I had arrived in Thies, Senegal a few days 
earlier, prepared to work at a local private hospital for the summer. This day, I climbed 
from under my mosquito net-draped bed and shuffled over the tile floor. I picked out a 
skirt and shirt and then ate my egg and baguette breakfast, prepared by my gracious host 
mother.  
 At the hospital, I sat on the bed in the nurse’s station, halfway watching the 
television and partly trying to make conversation while not understanding most of what 
was being said. I asked awkward and strange American questions: 
“How many children do you have?”  (Later, I discovered this is akin to calling 
down curses on someone).  
“How do you like being a nurse?” 
“How many languages do you speak?” (The answer would often be four or five, 
to my amazement). 
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“Why did you want to work here?” (Many people could not find work and so 
were doing unpaid internships in hopes of improving their chances of employment.) 
I tried to be useful. It complicates instructions when you don’t know what people 
are telling you to do; you wouldn’t know how or where to do it even if you did 
understand, and you don’t know why the patients are being treated the way they are. I 
was in culture shock, disoriented and overwhelmed by the newness around me and 
discouraged by the language barrier. 
My interest in cross-cultural nursing began early. As the daughter of missionaries, 
I spent my early years growing up in Belgium and Niger, West Africa. I was exposed to 
different cultures and different ways of doing things. I grew up seeing the differences 
between us and the neighbors living in stick and mud houses. The food, the language, and 
even the way people greeted each other were different.  
Now I was returning to West Africa as a nursing student and the transition was 
challenging. I flew into Dakar, Senegal alone, with nothing but the names of several 
contacts, a suitcase and a laptop. The opportunity to volunteer at the hospital had come 
about in a roundabout way.  After deciding to participate in a global health course offered 
by my school of nursing, I met a missionary nurse who had worked at the hospital in 
Thies.  She connected me with the Senegalese organization that runs the hospital.  They 
accepted my application and several months later, I found myself in Dakar and on my 
way to Thies.  
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 There are things I wish I had known before I arrived, and ways the transition 
could have been easier. Cross-cultural healthcare and cross-cultural living are complex, 
multi-layered and exhausting.  
Perhaps you are thinking about traveling to a different country, or working with 
people from a different background or language. This chapter is intended to help you peel 
back some of those layers, and answer questions such as: What can cross-cultural 
healthcare look like? How do we break down barriers to best care for patients? How do 
we prepare ourselves to work in a cross-cultural healthcare setting? We can start by 
examining ourselves, then examining cultural differences and similarities. We can learn 
how to communicate, forge new relationships and work together towards better 
healthcare for our patients. 
REFLECT: CHECKING ASSUMPTIONS 
“You can’t help but learn your biases when you are so immersed in another 
culture. And you learn a lot about what you take for granted. For example, you 
take for granted that people understand you in certain ways and of course, they 
don’t, so you have to try to be resourceful and think about how you could get 
them to understand.”– Quote from a Western expatriate nurse educator working in 
East Asia (Melby, Dodgson & Tarrant, 2008, p. 180). 
Spending time in a different culture has a way of challenging the way you view 
your own cultural background and the traditions of the people you are surrounded by. 
Sharing similar backgrounds can aid in making connections because people 
unconsciously operate with “shared assumptions and expectations” (Hearnden, 2008). 
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Values differ between cultures and between individuals, and those differences can cause 
misunderstandings. The key word here is ‘assumptions’. It is easy to make assumptions 
about people based on their background or culture, and it is equally easy to assume that 
someone’s behavior means the same thing to them as it means to you. Culture impacts 
people’s priorities and assumptions regarding healthcare. 
 The census of the small, private hospital where I found myself, despite being in 
the second largest city in Senegal, was very low. Rising costs and changes in staff had 
contributed to a decline in patient admissions. The result was a lot of sitting around in the 
hospital when the patients stopped trickling in. 
I was appalled at first. I felt a bit cheated, as if my student experience was going 
to be wasted. I wanted to get my hands dirty. I wanted to be of use. I wanted to help the 
poor people of Senegal. I wanted to be a hero. 
 I was frustrated with sitting around most afternoons and doing “nothing”- only 
chatting with the other Senegalese interns and watching overly-dramatic soap operas 
badly dubbed into French. I finally marched down to the hospital receptionist, a lovely 
lady named Constance. “I came here to work, not to sit around. I want to be useful.” I 
said, in broken, emphatic French. Being one of the sweetest ladies I have ever met, she 
smiled and assured me she would find work for me to do. After that, nearly every time I 
saw her she asked if I had work to do. As time passed, I realized there was not much 
work for anyone except the physicians. I had arrogantly demanded work because “that is 
what I came to do,” without recognizing my assumption that of course I would be useful.   
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 Subconsciously, I assumed that I could do something that the Senegalese people 
working there could not do. Later, I realized that the way I handled the situation- while 
politely received- was very direct, confrontational and smelled strongly of a Western, 
fast-paced, get-it-done-and-don’t-waste-time attitude. My assumptions were based on my 
background and values which define me by my work. I now understand that there was an 
underlying belief that what I accomplished was more important than the people with 
whom I accomplished it. 
 Once I came to that realization, I stopped trying to define myself by the number of 
injections I administered or the number of wound dressings I changed. I was able to savor 
time spent with the other interns and nurses.  I was then able to gain more insight into 
their view the world. 
 While this is just one example of how my culture affected my attitude, there are 
many others that you may encounter while working with a group of people who are 
different from you. To successfully work with those groups, it is helpful to carefully 
consider what is meant by the term ‘cultural competence’. Dr. Josepha Campinha-Bacote, 
a nursing theorist, developed a 5-step model of cultural competence in healthcare services 
delivery. The model includes cultural awareness, cultural skill, cultural knowledge, 
cultural encounters and cultural desire (Dayer-Berenson, 2011, p. 30). Campinha-
Bacote’s model of cultural competence helps respond to questions such as, how do you 
work with clients and healthcare workers from other cultures in a way that is sensitive 
and maximizes patient benefit? 
NOUS	  SOMMES	  ENSEMBLE	   6	  
 I will refer to the concept of ‘culture’ throughout this chapter even though it is an 
imperfect term that covers traditions, lifestyles and values espoused by different groups 
of people. While there are many definitions of culture, most definitions include two 
components: shared and learned knowledge and values, and a community in which they 
operate (Hearnden, 2008, p. 51). Culture is something that is “learned and passed on 
within a group” (Jirwe, 2010, p. 442). While culture is stereotypically linked with an 
ethnic identity or citizenship, it is also used to describe aspects of smaller sub-groups of 
people, for example, the homeless community (Jirwe, 2010, p. 442).  
 Values, on the other hand, represent “a way of life and give direction to life”, and 
they are developed through interacting with others (Parfitt, 1994).  
 Cultural awareness, the first component of Campinha-Bacote’s model, addresses 
self-examination: what are my biases, and traditions? How do they affect the way that I 
look at people of other cultures, traditions and value systems? How does it impact the 
healthcare services that are delivered?  
Enhancing cultural awareness requires confronting our beliefs and taking the time 
to become aware of the culture and values we have internalized. Cultural awareness is a 
tool that can be used to better relate to people of different backgrounds, whether or not 
they are of the same ethnicity. Cultural awareness is about examining the significance of 
our assumptions and biases.  
 Many values are subconscious and are accepted without question. For instance, I 
learned that I had internalized a value that mandates task-completion in order to achieve 
success- one that says ‘time is money’. In order to be productive, one must do something 
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tangible (such as giving an injection).  With this school of thought sitting and chatting is 
not productive and therefore a waste of time.  
 Hearnden, in an article about cross-cultural communication, argues that people 
communicate with a certain set of assumptions and expectations. Misunderstanding 
between the nurse and clients increases when those expectations and values do not match 
(2008, p. 51). Differences in customs and traditions can create misunderstandings about 
the deeper feelings of the individuals involved.  
It is easy to make judgments of people different than yourself based on customs, 
appearance, and presuppositions. A 2010 study polled the experiences of Filipino and 
Ghanaian nurses working in the UK.  Topics discussed included making assumptions 
about patients’ relatives based on their actions.  
“I wondered- what sort of culture is this?  What kind of cruelty is this? They 
believe that even though their relative is in hospital, they can check on them over 
the phone without coming to the hospital.” 
“I have found that [British] people are not really attached the way we are to our 
relatives.” (Okaugha & Tilki 2010).  
 The article goes on to discuss the responses of nurses to cross-cultural experiences 
with death, dying, demonstrating respect, and being polite. There was a lot of room for 
misunderstanding in these situations, and the participants views were usually based on 
their own experiences and values (Okaugha & Tilki, 2010).  
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 Shortly after I arrived in Senegal, a good friend of my host mother lost someone 
close to her. My host mother, along with several of her friends, prepared to visit Julie to 
comfort her. They invited me to join them. I was taken aback. I did not know Julie and I 
did not feel comfortable going, so I decided against it. Later I realized how important 
‘being with’ was in the culture, a principle component of Kristen Swanson’s theory of 
caring (Swanson, 1998). If I could do it over, I would go and be present to show caring to 
her, even though my culture does not deal with death in that way. My cultural frame of 
reference was different than the one in operation at that moment, so the result was a 
potential social faux pas and loss of trust. Fortunately, my host mother and the other 
women were very understanding of my feelings and it did not appear to cause a problem. 
However, if they had assumed I was not present because I did not care about Julie or her 
grief, then it could have created major barriers in our relationship.    
 As noted above, the concept of cultural awareness is designed to encourage self-
awareness and contemplation of personal values and culture which will lead to open-
minded interactions with people of different backgrounds. But how do we foster cultural 
awareness?  
 The researchers who talked with the Filipino and Ghanaian nurses recommended 
that co-workers and supervisors give gentle reminders of socially acceptable behavior 
(Okaugha & Tilki, 2010). Finding an ally who can act as a cultural broker helps pick up 
on the cues. Cultural brokers are people who are very familiar with customs and 
traditions in more than one setting. They often know what to do and what not to do and 
can help with understanding the reasoning behind why things are done a certain way. 
(Burger 2011).  
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 The ‘Westerners as all-knowing saviors’ belief can be tempting, especially when 
considering cross-cultural healthcare (Parfitt, 1994). Because a major motivation can be 
altruism, it is possible to go inspired to fix, to do, to make better. While this is not 
necessarily bad in and of itself, cultural and self-awareness are important in achieving 
balanced decision-making and ‘helping’. Working closely with and for local communities 
and health services instead of ‘fixing’ them are key. 
 At the root of cultural awareness is humility. As an outsider and a novice nurse, I 
was not prepared to know the best way to care for my Senegalese patients. I had to learn 
how to enter with an attitude of openness to learning and self-reflection. A fellow nursing 
student who enrolled in the same global health course that facilitated my trip to Senegal 
wrote “I would tell any student to just go with an open mind and open heart. Take in all 
that you see, smell, hear, taste and touch.  Do not judge since you do not know.” 1  
EXPLORE: STUDYING CULTURE  
“I think that people traveling abroad should learn about the history of the country 
as much as possible before going. Because once I understood the history, the 
healthcare setting, the culture of the people and lack of resources made so much 
more sense…” –UNC Chapel Hill nursing student, after participating in the global 
health experience. 
 Differences in expectations, customs, and lifestyle influence how smoothly one 
adjusts to another culture and customs.  Many authors have discussed an experience 
called ‘culture shock’, defined as “a series of common cognitive and emotional reactions 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	  The author conducted an anonymous survey of the other students who participated in 
the global health course described in the preface to this book. 
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to transcultural immersion” (Melby et al., 2008, p. 181). Differences in customs, 
traditions, relationships, language and the way things are done can be overwhelming and 
confusing, necessitating relearning many life skills and practicing coping skills. 
 My first week in Senegal was physically and mentally exhausting. The heat 
affected my energy level. I was constantly aware of my words and actions and afraid of 
giving offense. I was always aware of my skin color. I could not understand people very 
well and had trouble communicating. I blundered through greetings. I was very unsure of 
myself when communicating with men, because I did not want to offend Muslim 
traditions. If I had to describe the first few weeks with one word, I would say 
‘uncomfortable’. Sleeping under a mosquito net, ignoring the cat-calls of men in the 
street, wearing long skirts and eating bone-in fish were new to me. Everything had to be 
relearned. Most of the discomfort came from not knowing and feeling unsure.  
 Becoming familiar with what to do and what not to do lessens the ‘not-knowing’ 
aspect of culture shock. That being said, I found that there were values and customs that I 
did not know about, and had I known about them earlier my path would have been much 
smoother. Issues like asking for gifts, for example. 
 The Senegalese people seem to have very different attitudes towards possessions 
than Westerners do or at least than I do.  Interactions surrounding them caused me to 
learn more about my own perspective and attitudes. Early in my time at the hospital I 
made friends with a nurse who was completing a three month internship. Yacine and I 
often worked together as we rotated through the different areas of the hospital. The first 
time she asked me for my scrubs I was caught off guard. I was wearing blue scrubs that 
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had cost about ten dollars at Walmart, but they looked very new compared to the scrubs 
the staff wore. 
 “Ruth, you are going to give me that shirt when you leave, right?” 
The shirt was new, not bleach-stained and had pants with it, therefore the scrubs 
looked really nice. I laughed it off.  She continued to ask me for the scrubs, sometimes 
jokingly, sometimes seriously.  
 After I returned to the United States, she sent a message asking for money to 
resolve a legal issue.  Her request for both the scrubs and later for money was 
disconcerting. My impression of a person who asks for such things is that they are needy, 
demanding, lazy or rude. Then I began to think. Asking for gifts is a phenomenon that 
does not necessarily mean the same thing to people with different backgrounds. 
Complicating that thought was the fact that compared to her, I do have more resources.  
 I asked for advice. I talked with my host mother and with my father who has 
experience living in West Africa. They offered ideas about the basis for her requests and 
the best way to proceed. I ended up giving all my scrubs to one of the staff nurses at the 
hospital and asked her to distribute them to the other nurses. I did not send my friend 
money after I returned home. 
Clearly, attitudes and behaviors involving gifts and a host of other issues are 
complicated.  While I had had some inkling of this fact beforehand, I was not prepared to 
deal with it without help. Therefore, this portion of the chapter is designed to help you 
ask for help.  
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What do you need to know? What do you need to ask about? We take a lot for 
granted- how to greet someone, how to pay someone, how to ask questions, how to 
answer questions.  People with different backgrounds have different assumptions about 
what to expect. This especially applies to healthcare workers because of differences in 
how care is provided and expectations surrounding that care.  
Where do you start? When providing healthcare, it is important to have an 
understanding about a patient’s background. Campinha-Bacote describes this as ‘cultural 
knowledge’ – one component of cultural competency. Enhancing cultural knowledge 
entails gathering sound information that will help provide care when working cross-
culturally (Dayer-Berenson, 2011). A cultural broker can help you do that.  
While I lived in Senegal, I had several cultural brokers. An American couple 
taught me it was generally appropriate to shake hands to greet others. However, they 
cautioned that I should wait for men to extend their hands in greeting first in case they 
were conservative Muslims and prohibited from touching women. My host mother, a 
very gracious Zambian lady, taught me a lot as well. While neither the couple nor my 
host mother was Senegalese, they had a great deal of experience with Senegalese customs 
and being outsiders, had had to learn those things for themselves. In addition, I had 
friends who worked at the hospital- other interns and nurses- who provided insight into 
the Senegalese way of doing things. 
 Having cultural brokers, especially ones who understand differences between 
Senegalese and Western life was very helpful. They were able to help me anticipate what 
to expect and what to prepare myself for. Cultural brokers can help with preparation for 
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your time in another culture or country, process your experiences once you get there and 
help debrief when you return home.  
Analyzing Culture 
 How do you go about learning what you need to know? Giger and Davidhizar’s 
transcultural assessment model identifies six different cultural phenomena that they argue 
shape healthcare and provide a framework for assessing and learning about culture. 
According to them, these six factors provide necessary information for providing 
“culturally discordant” care (Dayer-Bereson 2011, p. 21). These six factors are 
communication, space, social organization, time, environmental control, and biologic 
variations.  
Communication, discussed more fully later in this chapter, is defined broadly as 
human interaction- speech and non-verbal communication- which is shaped by culture 
(Dayer-Berenson, 23). Space refers to the unspoken rules surrounding personal space and 
the polite distance between people during interactions. Time orientation reflects 
interpersonal communication regarding how time is viewed. There is a proverb that I 
heard while in Senegal: “Westerners have watches, but Africans have time”. Some 
cultures value appointment-oriented time while others focus on people and events, not 
clocks. Environmental control describes how people view and control events. Beliefs 
about control over health status effects patient attitudes toward self-care. The last 
category, biological variation, considers genetic differences between groups and 
formulates the best practices for responding to those differences. (Dayer-Berenson 2011, 
pp. 23-26).  
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 I have discussed Giger and Davidhizar’s model because I think it can help focus 
the search for cultural knowledge and can provide structure for questions to discuss with 
your cultural broker. Suspending judgment and asking good questions will smooth the 
path of learning. 
Differences in Healthcare Practices 
 As many of the contributors to this book have pointed out, there are many 
differences in how healthcare is provided around the world. Clinician roles, staff 
interactions, resource allocation, sanitation, pain management, and many other factors 
influence care. Cultural brokers helped me to understand that the differences I observed 
in Senegal are closely interconnected and affect each other as well as the healthcare 
system as a whole. 
Nursing Roles 
The nurses that I worked with at the hospital had a very different view of their 
role as nurses than I did. There appeared to be more focus on tasks such as medication 
administration and dressing changes, and less emphasis on patient assessment.  In the US, 
nurses’ aides and nurses assist patients with personal care. In Senegal, family members 
stay with patients at all times to help with feeding, bathing and toileting.  
Resource Allocation 
Because of the lower socio-economic status of patients and the financial 
difficulties of the hospital, resources were not readily available. Once, when I asked for 
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hand sanitizer, the nurse gave me a small bottle but told me to use it sparingly, as it was 
expensive.  
 In another instance, I assisted with the catheterization of a post-operative patient. 
She was overweight and it was difficult to catheterize her. The nurses started with one 
catheter and used clean, not sterile technique. Several nurses tried, using the same 
catheter. Finally, on the third or fourth attempt the nurse manager was successful-using 
the same catheter.  
These anecdotes illustrate the balance between resources and hygiene. While 
many of the nurses had a concept of clean and sterile technique, decisions were not made 
solely on evidence-based practice. Practical issues were important, for instance, how will 
the patient pay for this? Can the patient afford another catheter? How can we save 
money? Often the availability of resources swayed the decision. I saw trays with blood 
products and dressings from infected wounds being wiped down with alcohol and used 
for subsequent patients. I felt uncomfortable at times because it seemed that by trying to 
protect the patient from infection I was perceived as being wasteful.  I realize the nurses’ 
actions were not intended to harm the patient. They were just trying to make the care 
affordable for the patient and to keep the hospital afloat, financially. Navigating these 
constraints requires adaptability and innovation- maintaining hygienic practices while 
improving resource conservation. 
Nursing students who participated in the global health course in other areas of the 
world made similar observations. When asked, a common theme was resource allocation. 
Their comments reflected frugality and learning to being resourceful. 
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 “The Project re-used everything. They washed face masks and sheets for 
examining tables. The nurse in the clinic used the same thermometer for everyone 
without sterilizing in between.”  
“I was surprised that the foundations of healthcare practices were very similar to 
practices in the US. However, the resources were extremely limited in the clinic, and I 
was surprised how the healthcare workers adapted.” 
“I…learned how to use the resources that I had to provide care. For example, we 
had to save linens whenever possible. So sometimes we used extra chux pads to prevent 
stains in the sheets.” 
Resources are precious- something that health workers in US hospitals may not be 
as conscious of. Working in areas with low resources requires adaptation and ingenuity.  
Traditional Medicine 
One morning I worked in the Salle de Pansements which was the room where we 
performed outpatient dressing changes. We had a string of patients that morning, from 
lacerations to burns. Mid-morning, an older woman in a long dress and wrapped in a veil 
walked in. When she sat down in the chair, we unwrapped her head dressing and found a 
series of masses growing on her head and face. The largest one was on her cheek, firm to 
palpation and about the size of a small orange. She needed a dressing change because the 
mass had an open, scabbed-over wound. Using our hand-folded and sterilized gauze pads, 
I started cleaning the wound. As I gently loosened the scabs and washed the wound, I 
began to pull out hair. It was not short facial hairs or the soft curly hair that grew on her 
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head. The strands were about a foot long, and appeared to be horse hair. We were not the 
first healers she had gone to for help. 
 In my experience living in Niger as a young child, the local hospital was the place 
where people went to die. After exhausting all other options, sacrificing to demons, and 
seeking healing in other places, they would come to the hospital and their prophecy of 
death would often be self-fulfilling because they were so late in seeking care. Traditional 
medicine may be more trusted. It is also often tied with religion and spirituality. It is 
important, therefore, to explore what other venues of healing your patients are using. 
Religion and Spirituality  
In Senegal, 95% of the population is conservative Muslim. During my time there, 
Ramadan, the month of fasting began. During Ramadan, people fast from dawn until 
dusk, breaking the fast in the evening. Women get up in the middle of the night to cook a 
meal before dawn, and then everyone except young children, pregnant women and the 
sick go without food during the daylight hours. This is one example of a religious 
tradition that affects healthcare- strict Muslims will not even drink water during the day. 
Nutritional issues due to fasting and fatigue affect health status and are important 
considerations when working with patients. 
 These are just a few examples of how culture can affect healthcare; both the way 
it is administered and the way it is viewed. A cultural broker can help you be better 
prepared for what to expect and how to respond. Cultural brokers can also help you learn 
how to better communicate with your patients and co-workers. 
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 This brings us to the last category in cultural competence and adaptation. As 
discussed above, one of Giger and Davidhizar’s cultural phenomena is communication. It 
is essential to connecting with patients and caring for them. 
TALK: COMMUNICATING AND CONNECTING 
 My first experience with cross-cultural communication was in Belgium. I was two 
years old, newly enrolled in preschool surrounded by French-speakers. I remember 
Madame Claire: a flash of blond hair, red lipstick and a loud voice. I did not speak or 
understand French and while she knew that, her method of ensuring that I understood was 
to speak louder.  I spent my first preschool days being yelled at in a language that I did 
not understand. The language barrier caused me to believe she was angry with me, which 
prevented me from participating in class and activities. Her method of handling the 
language barrier alienated me and prevented a productive relationship from developing 
for a long time.  
 Flash-forward to my time in Senegal where I encountered communication issues 
from the start. My four years of French in high school with another four semesters 
slogging through French in college- an experience that I was sure had made me 
practically fluent- fell disappointingly flat. The combination of being less competent with 
the language than expected plus a new accent caused a lot of headaches-for me and the 
people I attempted to speak with. To top it off, I had not anticipated that the majority of 
patients spoke only passable French.  
 In Senegal, there are two national languages- French and Wolof. Wolof is the 
universal trading and communication language. Most, if not all, Senegalese have a grasp 
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of Wolof. French, on the other hand, is the language of the government, colonialism, and 
the educational system. I found that mainly individuals with higher levels of education 
spoke fluent French. Many of the patients I helped care for were not well educated and 
therefore did not speak much French.  
 I used the down time at the hospital to ask friends for words and phrases in 
Wolof. I wrote them in a notebook and practiced them whenever I had a chance. Still, it 
was not enough to actually have a conversation with a patient. I could say simple 
greetings and instructions (“How is your family?” “Please step onto the scale”) but was 
frustrated in my efforts to really connect with patients. I could smile at them but I could 
not express myself fully. 
 I did not realize how vital verbal communication is until I suddenly could not 
communicate. Communication is important in any context where you are interacting with 
another human being, but it is vital for patient care. In any culture, you have to 
communicate with your patient to connect with them, to identify their needs, to assess 
their health history, to collaborate with them on treatment plans, to teach about treatments 
and care and to do a host of other things (Jirwe, 2010). If you do not have the proper 
vocabulary, you cannot even ask the patient whether they need more blankets or would 
like a glass of water.  
Gestures 
Body language- including gestures- contains a plethora of cues that can 
communicate very different things to people with different backgrounds. Before I arrived 
in Senegal, I learned that the left hand is considered the ‘dirty’ hand. To use your left 
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hand to eat, accept gifts, shake hands or perform other actions was considered rude. I 
could give someone a beautiful gift but if I offered it with my left hand, it would be 
insulting to the recipient. If, on the other hand, I offered a gift to one of my American 
friends and extended it in my left hand, the gesture would mean nothing beyond the fact 
that I was giving them something. Cultural context interprets gestures. Gestures are 
tightly linked with conversation, and can reflect cultural values (Kita, 2009). 
 Emblem gestures, (for example, giving a ‘thumbs up’ motion) can mean different 
things in different cultures. Nodding your head may mean ‘yes’ or agreement in Western 
culture. However, in Japanese culture it is a motion that signifies coordination and 
cooperation, but not necessarily agreement (Kita, 2009). Even spatial information can be 
communicated with different kinds of gestures based on how the language describes 
space. For example, the concept of ‘forward’ and ‘back’ for future and past are not 
common to all language groups and cultures (Kita, 2009).  
 Interpreting gestures and nuances shape communication and interpretation of 
communication. This is another area where it is important to consider your assumptions 
and observe closely- while something may seem obvious (to me it seems obvious that 
their nodding signifies agreement), simple gestures can communicate very different 
messages to different individuals.  
 When one considers communication, however, the first thought is usually in 
regard to language and the spoken word. 
Language 
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 Language can be a bridge or a barrier. Language differences can create a sense of 
separation. My teacher, Madame Claire could not understand me and I could not 
understand her, so when she attempted to work with me towards a goal, it was 
ineffective. We were unable to connect and collaborate.  
 In healthcare, if the nurse and patient do not speak the same language a barrier is 
created. This barrier results in lack of rapport (McCarthy, Cassidy, Graham & Tuohy, 
2013) and understanding on both sides. Limited understanding can cause complications 
with assessments, teaching, treatment plans and follow-up. If you cannot talk with your 
patient it is difficult to explore their health history (McCarthy et al., 2013). If you do not 
know their background, it is difficult to work with them towards treatment and healing. 
 Many healthcare facilities employ professional interpreters, though some rely on 
the patients’ relatives. Engaging family members is not ideal because of issues involving 
confidentiality and sharing and withholding information (McCarthy et al., 2013). 
Sometimes nurses revert to creative communication such as gesturing which doesn’t 
work well either (McCarthy et al., 2013).   
 When I surveyed nursing students who had participated in the global health 
course, nearly all of them voiced regret at not being better prepared to speak the language 
of their patients. They consistently commented that language differences were difficult to 
navigate and complicated patient care. 
I was involved with patient care at the hospital in Senegal but with the language 
barrier it felt as if I were practicing with a handicap. Frustration was a frequent response 
to my inability to easily connect and collaborate.  However, even though I could not 
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speak more than a few phrases of Wolof, the language barrier softened when I made an 
effort to use what I was learning. Suddenly I was surrounded by ‘professors’ who were 
eager to share their culture and background with me.  
 One afternoon, during my Wolof ‘lesson’ with the nurses, another nurse came in 
and stood in the doorway for a few moments. “Toog” (sit down), I said, and motioned at 
the space next to me. She immediately burst out laughing and sat down. She was 
surprised to hear Wolof words come out of my mouth but the fact that I uttered them 
created a connection between us.  
By and large, the most common response I received (when it was not a blank stare 
caused by butchered pronunciation) was a wide smile, followed by, “Oh! You are 
learning Wolof!” By making an effort to learn Wolof, I was able to send a message that I 
found their language, and by extension them, valuable and worth learning about and 
caring for.  
 Making an effort to cross the communication barrier by examining nuances, 
gestures and the meaning behind them, as well as by studying the language can do much 
to enhance connections with patients and co-workers. Those connections enable nurses to 
improve the level of care we provide and by extension improve patient health outcomes. 
 CONCLUSION 
 Throughout this chapter I have shared my experiences in Senegal in order to 
illustrate concepts regarding cross-culture healthcare.  In doing so, I hope I have provided 
useful ideas for preparing to work among people whose life experience may be very 
different from your own. I began by discussing self-awareness and the importance of 
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thinking through automatic assumptions. I mentioned the importance of viewing your 
patients not just as members of a cultural community but as individuals with a unique 
cultural make-up. And I talked about communication- crossing language and cultural 
barriers with patients and co-workers to promote understanding and cooperation. While 
this chapter provides pointers, immersion in another culture is a hugely illuminating 
experience that will teach you much more than a chapter in any book.  
 There is so much richness to be gained and given in cross-cultural nursing. Here 
is a summary of how you can use this chapter to prepare for your own unique experience. 
1. Think about your attitudes, assumptions, biases, and values. How do they affect the 
healthcare that you provide?  
2. Find cultural brokers. Perhaps you have a contact in the country where you are 
traveling. Find someone you can talk to, ask advice of, and process your experiences 
with. Try to find an insider as well as an experienced outsider. 
3. Find out all you can about the country and culture you will be in contact with. Go 
through the different phenomenon of culture and talk with your cultural broker about 
them.  
4. Do your homework: learn about the history of the region; read novels, histories, and 
biographies; listen to music; spend time learning the language even if you have access to 
interpreters. Every little bit helps!  
Your experience will be made easier by embracing “curiosity, tolerance and 
appreciation for differences, acceptance of ambiguity, a sense of humor, low goal and 
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task orientation, and knowing that failure is imminent” (Swanson, Goody, Frolova, 
Kuznetsova, Plavinski & Nelson, 2001, p. 35). You will make mistakes, no matter how 
well you try to understand new traditions, but you will learn from them and grow as a 
person and as a nurse.  
 As I headed home after my first day at the hospital, my friend Jean attempted to 
describe the route to me in French. I was confused, my brain was tired and my French 
comprehension was dwindling rapidly. I started walking in the wrong direction. Jean 
turned me around, making sure I understood how to get back to my host family.  
 “Don’t worry,” he said. “Nous sommes ensemble.” While I did not appreciate 
what he meant at the time, I heard it again from several other Senegalese friends. They 
were telling me that we were in this together and that they would take care of me. They 
said it so matter-of-factly that I did not realize until later how serious they were about it. 
They went out of their way to take care of me. We grew closer as I learned to adapt to 
their hospitable culture and work in healthcare alongside them.  
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